The safety and efficacy of one-stage direct-vision internal urethrotomy and penile prosthesis implantation (DVIU/PPI) in patients with severe erectile dysfunction (ED) combined with urethral stricture were investigated. Among the 108 cases of severe ED treated with PPI from June 2002 to May 2007, 5 patients with urethral stricture caused by a pelvic fracture or urethral injury underwent DVIU/PPI (AMS700CXM) upon the patient's request with informed consent. The patients were 20∼35 years old and had been previously treated with a urethrourethral anastomosis. Erectile function and urinary function were evaluated by assessing the International Index of Erectile Function (IIEF5), the Quality of Life Index (QOL), the maximum urine flow rate (Qmax), and urethrography before and after the operation. The patients received follow-up examinations for 18~30 months. Two of the cases were confirmed as vasculogenic ED, and 3 were confirmed to be vasculogenic combined with neurogenic ED. The mean length of urethral stricture was 10.00±3.97 mm. All 5 patients were successfully treated by one-stage DVIU/PPI under spinal anesthesia and were satisfied with both their sexual activity and their urinary function after surgery. The mean scores of the IIEF5, Qmax, QOL, and the diameter of the urethral stricture after surgery were 24.4±0.55, 19.54±4.80 ml/s, 1.80±0.84, and 7.16±0.43 mm, respectively, which were significantly better than those before surgery (p＜0.05). No severe complications were noted in any of the 5 patients. In conclusion, one-stage DVIU/PPI might be an effective and safe procedure for treating patients suffering from severe ED combined with urethral stricture.
Introduction
Urethral injuries have been reported to occur in 3.5% to 25% of all patients with pelvic fractures, with an overall mean of 14.5%. 1 Aşci et al 2 reported that sexual and voiding dysfunction after pelvic fracture and posterior urethral injury seem to be the result of the injury itself and not the result of any immediate treatment modalities.
The limited exposure in the open operation of urethrostenosis may cause further trauma and complications.
For patients with a long urethral stricture or defect (＞ 2 cm), multiple anastomosis failure, and complicated urethrostenosis, the endoscopic technique has become a more reliable and efficient treatment modality, 3 with an overall success rate for direct-vision internal urethrotomy (DVIU) reaching 93%. 4 On the other hand, erectile dysfunction (ED) is a common sequel of pelvic fractures, particularly those associated with posterior urethral injury as a result of damage to the cavernous nerves or branches of the pudendal arteries. The incidence rate of ED in patients with pelvic fracture combined with urethral injury has reached to 72%. 5 Disruption of the cavernosal nerves lateral to the prostatomembranous urethra behind the symphysis pubis was the most likely cause of ED from this injury. 6, 7 The patterns of pelvic fracture might affect the incidence of ED, and a ruptured pubic symphysis appears to bear a risk of temporary ED. 
Materials and Methods
Among With the patient under spinal anesthesia, the DVIU was first performed according to current operating procedures. guidewire or a 5F ureteral catheter was passed through the scar fissure in order to define the direction. We prefer incisions in the 3 and 9 o'clock position and not in the 12 o'clock position to avoid damage to the corpus cavernosum. The incisions were made full-thickness through the depth of the scar and were not simple superficial lacerations. In short strictures, only one cut was enough, but longer strictures required multiple cuts.
When the procedure was successfully completed, a twoway Foley's 20F size catheter was passed and left in place.
Then, PPI (AMS700 CXM) was performed, without delay, following standardized operating procedures. 10, 14, 16 The two-way Foley catheters were removed 2 weeks after the operation. The patients were instructed to attempt sexual intercourse 6 weeks after their surgery.
Postoperatively, the IIEF5, Quality of Life Index (QOL), Qmax, and urethrography were evaluated at 6 months after surgery. 
Discussion
Pelvic fracture is often combined with other organic damage, such as rectal injury, bladder injury, urethral injury, and erectile dysfunction. Voiding dysfunction and ED are the most common complications and might significantly influence quality of life for both male and female subjects. 1, 3, 5 If medications such as oral PDE5i and intracavernous injection are ineffective, then patients often need PPI.
Nowadays, the commonly used prostheses are the semi-rigid prosthesis and inflatable penile prosthesis.
However, complications, such as uroschesis, pain in corpus cavernosum, or urethral perforation and erosion, often take place with a semi-rigid prosthesis, limiting the use of this procedure in the clinic. Also, it is not profitable to perform urethroscopy for those patients suffering from neurogenic bladder and ankylurethria or combined with prostatic hypertrophy. Therefore, the inflatable penile prosthesis seems to be more suitable for those patients.
Due to the complex structure and manipulation of the inflatable penile prosthesis, if there is no sufficient preoperational planning and well-versed manipulation, a long exposure time of the raw prosthesis surface could increase the incidence of complications, such as infection or mechanical failure. Wilson reported that the postoperative sepsis rate was 2.2% and the mechanical dysfunction rate 7.5% at the beginning of the operators' experience. 11 Lane reported that more than 90% of 3-piece PPI were free of mechanical failure at year 5. 12 Dissatisfaction was mainly due to complications that resulted in the removal of the prosthesis. 
